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ABSTRACT 
 
 Nearly thirty years into the HIV/AIDS epidemic, African-Americans 
continue to be disproportionately affected by the disease.  While many strides 
have been made in combating the virus, deficits for combating the disease in the 
black community persist.  The church has traditionally been a symbol of hope, 
spirituality, and knowledge in the African-American population.  However, the 
church has been fractured in its response to the epidemic.  The aim of this study 
is to determine the role the African-American church has played in HIV education 
and outreach, and predict steps that the church will take in the future.  This study 
also investigates social, political, and religious influences on determining the 
extent to which the black church as a single entity has addressed HIV and AIDS, 
and how its response compares to other efforts in the fight against the virus.   
 v 
 Numerous articles regarding the HIV epidemic and efforts made by the 
black church were reviewed.  Information spanning the duration of the discovery 
of the virus was studied, incorporating relevant scientific and social details.  It 
was concluded that the full role of the black church in addressing the spread of 
HIV has not been realized.  The black community and church were slow to act at 
the discovery of the virus, and have progressed to beginning to incorporate in-
house HIV programs, or programs via community partnership, into the church.  
While most institutions continue to struggle with ideas of homosexuality, black 
congregations are slowly becoming more progressive, and more receptive to 
addressing more controversial facets of the epidemic.     
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INTRODUCTION 
 
Human Immunodeficiency Virus (HIV) and Acquired Immunodeficiency 
Syndrome (AIDS) have a unique biological and sociological history.  The virus is 
still relatively new in terms of its discovery and infiltration into the world’s 
population.  Initially, HIV was characterized by the infections to which its hosts 
became more susceptible (Desai, 1987).  Politically, HIV was identified as 
infecting those more marginal in society (Gamson, 1989).  For instance, before 
the virus was named or isolated, it was first associated with homosexual white 
males, and loosely recognized by its ability to cause opportunistic diseases such 
as Kaposi’s Sarcoma and pneumocystis carinii (Desai, 1987).  As the pathogen 
spread further, the second most afflicted group proved to be those involved in 
intravenous (IV) drug use, as seen in Table 1 (Quimby and Friedman, 1989). 
Following the discovery of the virus by Gottleib et al. 1981, researchers began 
investigating why the homosexual community was so disproportionately affected.  
Approximately thirty years later, despite scientific progress in detection and 
treatment, and also more widespread and effective public health initiatives, one 
of the many groups that continues to remain disproportionately affected by the 
epidemic are members of the African-American community.   
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Table 1.  United States AIDS Infections by Race and Exposure Type  Approximately eight 
years into the discovery of HIV, the majority of males infected due to homosexual relationships 
were white men; the majority afflicted due to IV drug use were black men, and those infected 
through heterosexual relationships were mostly black men as well.  Figure taken from Quimby 
and Friedman,1989. 
 
 
 
The life cycle and pathogenesis of HIV will be discussed briefly, as 
understanding the tenacity with which the virus causes immunosuppression is 
important when assessing the necessity of aggressive social programs focused 
on decreasing the incidence of the disease.  Isolated in 1981 by Gotleib et al., 
HIV was found to be transmitted through direct contact of bodily fluids, including 
blood, semen, and vaginal secretions.  The risk of someone contracting HIV from 
an infected individual from direct contact with the aforementioned fluids is a 
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factor of the amount of virus present within the bloodstream, as well as the 
frequency and amount of the contact (Griffiths et al., 2006).  The virus is also 
classified as a retrovirus (Hutchinson, 2001).  Retroviruses are distinct on the 
molecular and biological levels, as well as in their mode of action and 
reproduction.  By definition, retroviruses such as HIV depart from the central 
dogma of biology, which dictates that traditionally, genetic information flows from 
deoxyribonucleaic acid (DNA) to ribonucleaic acid (RNA) by transcription, and 
RNA to protein synthesis by translation.  In retroviruses such as HIV, the genetic 
information is stored as RNA rather than DNA.  Therefore, once inside a cell, HIV 
unloads its RNA and undergoes reverse transcription, a process by which its 
DNA is synthesized from the RNA, and then incorporated into the genome of that 
host cell (Hutchinson, 2001; Jaffe, 2004).   
Following incorporation of the DNA into the host genome, the virus may 
enter a latency phase, in which the virus will not continue to replicate (Fauci, 
1988; Griffiths et al., 2006).  However, the virus eventually phases out of this 
dormancy, again begins replicating, and eventually destroys its host cell.  Once 
the newly synthesized viral copies are released into the blood stream, the cycle 
starts over again, with more and more cells being destroyed since the virus is no 
longer in its latency phase.  Specifically, once circulating in the bloodstream, the 
HIV virus binds to CD4 receptors, mainly found on T4 lymphocytes, and enters 
the cells by a process involving receptor mediated endocytosis (Desai, 1987).  
The process of reverse transcription then proceeds, as previously discussed.  
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Immunosuppression comes mainly from a decrease in the number of T4 
lymphocytes, as well as a decrease in the effectiveness of those T4 lymphocytes 
remaining (Fauci, 1988).  T4 lymphocytes are the primary cells involved in the 
immune response, as illustrated in Figure 1, coordinating actions of the immune 
response both directly and via a cascade of signaling events.   
 
 
 
 
 
 
 
 
 
 
 
Figure 1.  Various actions mediated or induced by the T4 Lymphocyte  Diagramed are 
several pathways mediated by the T4 lymphocyte when the body encounters a foreign pathogen.  
Cytokines, or cellular chemical signals, released from the lymphocyte go on to mediate other 
actions in the immune response, such as the activation of macrophages, natural killer (NK) cells, 
and B lymphoctyes, all of which play a role in eliminating the pathogen from the body.  Adapted 
from Fauci 1988. 
 
 
Numerous pharmacological therapies have been developed to combat the 
immune suppression caused by HIV.  As documented by Griffiths et al 2006, 
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treatment has progressed from mono-therapy to combination therapy.  Mono-
therapy involved the use of one medication, and was used between the years 
1987 and 1995 in treating HIV+ patients.  Mono-therapy came about with the 
advent of zidovudine (AZT), an antiretroviral medication.  As therapies continued 
to be developed and tested, eventually the standard of care evolved into treating 
patients with two, three, or even four antiretroviral medications at once, a practice 
known as combination therapy (Griffiths et al., 2006).  This combination therapy 
is also known as highly active antiretroviral drugs (HAART) therapy, and remains 
the standard practice today.  Griffiths et al. 2006 notes that such combination 
therapy has proven much more effective than the early treatment of mono-
therapy, allowing patients to live decades rather than years, and to stave off 
opportunistic infections that are often a sign of declining health.  Combination 
therapy can be difficult for some patients to maintain, since the regimen must be 
adhered to very strictly in order to be effective.  Consequences of failing to follow 
the prescribed treatment include declining CD4+ count, and the potential to 
develop resistance to the medications.  Measuring the CD4+ count is the most 
common tool used to assess HIV and AIDS progression within patients, with a 
CD4+ count of less than 200 indicating AIDS (Hutchinson, 2001). 
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Figure 2.  Current Incidence of HIV by Race and Gender  Black males are the most severely 
affected group, with their prevalence nearly 2.5 times greater than the next most afflicted group, 
Hispanic and Latino males.  Black females are also the most affected group of women, with their 
prevalence being almost three times greater than Hispanic and Latina females, and 
approximately nineteen times greater than that of white females.  Figure taken from AIDS.gov at 
http://aids.gov/hiv-aids-basics/hiv-aids-101/statistics/. 
 
 
Decades into the HIV/AIDS epidemic, mechanisms for decreasing the rate 
at which the virus spreads throughout the body have increased, as well as the 
social awareness and acceptance those battling with the virus now encounter.  A 
substantial amount of this progressive thinking stems from educational 
campaigns from governmental, social, and religious organizations, both working 
on their own accords, and also through organized cooperation.  Early HIV/AIDS 
advocacy was largely unorganized without a centralized focus, reflective of the 
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lack of consensus within the medical community on the specifics of the disease 
(Quimby and Friedman, 1989).   
One of the earliest AIDS activist groups was the AIDS Coalition to 
Unleash Power (ACT UP).  Although ACT UP was an organization started by 
white, middle class, mostly homosexual citizens, Gamson 1989 notes the 
organization struggled to define its enemy, be it concrete, abstract, or both.  I 
argue that ACT UP’s journey is important in the history of HIV/AIDS activism, as 
many organizations would later similarly struggle with defining an enemy and 
properly addressing the social and political issues surrounding the growing 
epidemic.  The black church is undeniably included in this, and initial 
comparisons with ACT UP are worth exploring, as they elucidate possible 
explanations for the different courses HIV/AIDS activism has taken.  This paper 
will focus specifically on the role of the black church as a whole in HIV/AIDS 
outreach and education, from discovery of the virus to present. 
In the first decade of the discovery of the virus, the Centers for Disease 
Control and Prevention (CDC) was paramount in facilitating the mobilization of 
minority-centered HIV/AIDS educational and advocacy programs (Holman et al., 
1991).  This influence was mainly due to the financial capabilities of the 
governmental agency.  Such funding would serve as the impetus for further 
collaboration and expansion of minority-focused HIV programs on the national, 
state, and local levels.  However, such infusion of funds directly and indirectly to 
minority communities would not come until the end of the 1980s, approximately 
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eight to nine years following the discovery of HIV.  The interim period between 
the discovery of the virus and consistent, substantial funding of minority-focused 
programs was marred with conflicting interests and a heavily dichotomized 
motivation to address the growing problem of HIV. 
 
OBJECTIVES 
Extensive research continues to be done in order to explore the various 
disparities existing between HIV infection rates of whites and blacks.  This paper 
will focus specifically on reviewing and analyzing how the black church as a 
single entity has responded not only to the spread of HIV and AIDS, but also in 
turn, to the disparities in infection rates, education, and treatment surrounding the 
virus.  Such information is paramount in discerning the types of resources that 
will remain and become available in the future, especially with respect to the 
African-American population, whose statistical burden of the epidemic is greater 
than it should be relative to the percentage of the population for which they 
account.  Studying the future role of the black church in HIV/AIDS outreach and 
education also can be helpful in forging partnerships, as more and more black 
churches are engaging in advocacy in some fashion.  Accordingly, aims of this 
study include: 
 Characterizing attempts made by the black church to counteract the 
impact of HIV/AIDS within the black community from initial reactions up 
until now 
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 Defining phases in which the black church currently finds itself now with 
respect to outreach and education 
 Identifying factors contributing to the ideology of the black church 
 Providing projections for which roles the black church will play in the future 
with respect to HIV/AIDS outreach and education  
 
It should also be noted that sources used in the researching of this topic span 
the time period from the discovery of the virus in 1981 to present times.  This is 
done purposefully, in order to better capture the information and mood of the 
times for which each article pertains.  In terms of scientific information, articles 
may cite information from earlier decades in order to portray the knowledge to 
which society had access to at the time.  Similarly, more sociological information 
may have been gained from articles from an earlier time in order to accurately 
explore motivations of that moment.  This is done in order to better attain a 
chronological view of the sociological and scientific evolution of the AIDS 
epidemic, and thus, a more analytical review of the topic at hand. 
It should also be disclosed that as the author of this thesis, I have had 
extensive interaction with the black church.  I am an African-American female 
who grew up in a Baptist black church.  I have also attended a mostly black non-
denominational church as an adult.  I have interacted with the black church both 
as a general member of the congregation, and as an agent of public health 
organizations.    
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LITERATURE REVIEW 
INITIAL REACTIONS TO HIV 
 ACT UP was one of the first groups formed specifically to tackle the issue 
of the impending HIV epidemic, and will be briefly discussed in order to better 
understand the mobilization of the black church and black community.  The 
organization served strongly as a voice for members of the gay community, not 
surprisingly, considering homosexuals were the subset most hardly hit initially by 
HIV.  ACT UP was founded in New York, and expanded to most of the major 
cities in the United States, such as San Francisco, Boston, Atlanta, Chicago, and 
Los Angeles.  For example, Gamson 1989 documented the mixed emotions felt 
by fans at a baseball game in New York following a demonstration by ACT UP 
that included wielding banners that displayed safer sex messages in the stands.  
Members of the group also shouted in unison phrases that were related to safe 
sex.  Another tactic documented involved drawing chalk outlines of bodies in 
public places in order to visually illustrate the number of lives lost due to 
HIV/AIDS.  Often times, ACT UP’s demonstrations were explicit, raunchy, and 
largely indiscriminate in choosing a target audience, exposing children, adults, 
and the elderly all to the same messages (Gamson, 1989).  Such bold activism 
left the organization open to criticism. 
 ACT UP was plagued with several pitfalls.  These shortcomings are 
important to note because initially, the African-American community encountered 
many of the same problems, but responded to them differently.  Gamson 1989 
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notes that ACT UP: (1) was not as inclusive as they often described, (2) was not 
focused enough on the audience for their messages, and (3) struggled to 
adequately clarify the notion that HIV was strictly a gay disease, and that the 
group was strictly a gay organization.  ACT UP was comprised of mainly white 
middle-class professionals, both homosexual and heterosexual.  However, as 
noted previously in Table 1, the majority of white Americans who were testing 
positive for the virus were homosexual males.  As such, it is not surprising that 
one of the main focuses of ACT UP was to address concerns of the gay 
community, as well as to serve as advocates for better social treatment and 
greater access to the treatments available at the time.  However, this make-up 
also translated into alienation of others involved in the fight against HIV, and 
marginalization of ACT UP itself.  Alienation stemmed from the fact that 
homosexuality was still quite a taboo topic of the time, so gays already 
represented an isolated group within society (Desai, 1987).  Such a strong 
association between homosexuality and HIV fueled this fire.  Also, with most 
members of Caucasian descent, marginalized ethnic groups did not feel included 
in the group’s fight against HIV.  It should also be noted that ethnic groups were 
documented at the time as feeling stronger ties to their religious beliefs than their 
white counterparts, thereby making them even less inclined to become involved 
in a group so liberal on the topic of homosexuality (Scandrett, 1996). 
Secondly, ACT UP focused more on gaining attention rather than focusing 
messages for specific target audiences.  Such lack of direction often resulted in 
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the group being viewed largely as an organization of stunts rather than one 
interested in meaningful policy change (Gamson, 1989).  For instance, ACT UP 
often chose to speak out against condemnation of the homosexuality community 
at very public, and traditionally American, venues, such as baseball games and 
government meetings.  Such blatant interruptions in the life of everyday 
Americans construed the organization as radicalized, especially combined with 
the focus on HIV activism, and support for the gay community.  Thus, general 
lack of focus contributed to the overall alienation of the group as aforementioned.  
Lastly, ACT UP failed to sufficiently clarify whether or not it was a homosexual 
organization with the sole person of advocating for the gay community or not, 
thereby contributing to marginalization of the group and a by and large lack of 
focus (Quimby and Friedman, 1989). 
 Similar to members of ACT UP, the black community as a whole struggled 
to define the enemy represented by HIV/AIDS.  Prior to the infusion of CDC 
funds in the late 1980s, mobilization of blacks in the face of HIV/AIDS was small 
and disorganized (Quimby and Friedman, 1989).  Unlike ACT UP, however, the 
black community largely turned this lack of concrete direction into indecision 
rather than continuing to rally despite the lack of a socially and politically defined 
enemy.  Such inaction within the first decade of the disease’s discovery largely 
trickled down from black community leaders, such as pastors and politicians 
(Quimby and Friedman, 1989).  However, those blacks directly afflicted by HIV, 
i.e. mainly IV drug users, also failed to self-mobilize, resulting in a failure to act 
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from a grassroots level as well (Fulton, 2011).  Often those in most need of 
advocacy and assistance are the same individuals least likely to self-mobilize 
(Spence, 2010).  This is not to say, however, that all blacks with a degree of 
community influence were equally as nonchalant.  Rather, the concern for the 
emerging epidemic appeared to be so uneven within the community that (1) it 
was difficult to establish how to begin mobilization, (2) the enemy still needed to 
be defined, and (3) with such disparities of opinions internally, it was challenging 
to get others on board.   
Not surprisingly, many of the proponents for early minority advocacy came 
from members of the black community already working in the healthcare industry.  
Those working in the area of substance abuse had an awareness of the future 
impact of HIV on the minority community that preceded that of the CDC in some 
ways (Quimby and Friedman, 1989).  Since the majority of early HIV cases in the 
minority community came from IV drug abuse (Table 1), healthcare professionals 
within the field of substance abuse were on the frontlines of witnessing the 
disproportionate spread of the virus throughout the black population.  In addition 
to healthcare professionals, other groups began to individually hold educational 
meetings, as well as forums to discuss further action, regarding the virus 
(Vazquez, 1999).  Such early grassroots mobilization in turn motivated those 
leaders and organizations more influential in the community to eventually begin 
addressing HIV and AIDS.  In addition to grassroots pressure to mobilize against 
the disease, black churches, politicians, and other community-based 
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organizations (CBOs) began responding to the growing attention the CDC was 
giving to not only HIV/AIDS, but the growing impact of the virus within various 
minority populations (Quimby and Friedman, 1989).  Thus, an emergent interest 
in addressing HIV in the black community was slowly fostered both on national 
and local levels (Table 2).  More sustainable and specific efforts coalesced as a 
result of funding opportunities the CDC brought with it. 
 Interestingly, one theory surrounding the initial lack of mobilization of the 
black community, as compared with the white homosexual community, stems 
from the existing sociological structure of the time.  Gamson 1989 posits that 
members of ACT UP were up able to “draw on a knowledge of mainstream 
culture born of participation rather than exclusion and, thus, a knowledge of how 
to disrupt it using its own vocabulary.”  This notion has powerful implications for 
the diverging paths taken by HIV activists of the time.  Gamson argues that since 
white homosexuals can essentially blend in with the rest of society visually, their 
cultural differences that would marginalize them only come about if the individual 
chooses to divulge his or her sexuality.  Without sharing such information, white 
homosexuals were viewed merely as part of the mainstream dominant culture 
that was heterosexual, middle-class, white America.   
Conversely, ethnic minorities such as African-Americans had no such 
choice in masking the fact that they clearly were not part of white America, even 
if they were heterosexual and middle-class.  The first and most impressionable 
piece of information gained by mainstream society was race (Leong, 2006).  As 
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such, the black community was largely seen as not part of mainstream society, 
fostering on both sides a lack of interest in learning and sharing the nuances of 
each culture with the other.  According to Gamson 1989, this overall 
unwillingness had numerous deleterious effects on minority cultures, including 
less prowess and effectiveness in navigating mainstream society, a necessary 
undertaking to address HIV’s impact in minority communities.   
 
ADDRESSING THE IMPACT ON MINORITIES  
 
Table 2.  Early National HIV/AIDS-Related Meetings with a Focus on Minority Populations.  
As various groups became more focused on the swiftly spreading HIV throughout the black 
population in the late 1980s, more national organizations convened meetings to discuss issues 
surrounding curbing HIV/AIDS issues in minority communities. Figure taken from Holman et al., 
1991. 
 
 16 
Included in CDC-funded grantees were historically black churches, as well 
as other minority-centered CBOs, and each grantee was tasked with either 
directly, or via partnership, increasing HIV/AIDS awareness, education, and/or 
testing in minority communities (Holman et al., 1991).  Other ethnic groups were 
addressed and supported as the CDC began to focus on minority populations, 
but interventions and programs designed for the black community were the most 
heavily funded (Table 2).  For example, the National Urban League, Inc., the 
National Organization of Black County Officials, and the Southern Christian 
Leadership Conference are all examples of non-heath, minority-focused 
organizations that received CDC funding for HIV initiatives; Howard University, 
the Association of Black Psychologists, and the Association for Drug Abuse 
Prevention and Treatment, Inc. were a few of the many health-focused 
organizations that received funding for direct HIV support from the CDC (Holman 
et al., 1991).     
The black church’s involvement in early CDC-related initiatives came 
mostly in the form of forums and planning coalitions focused on advocacy within 
the minority community (Tesoriero, 2000).  For example, Jackson State 
University’s National Alumni Association used CDC funding to train alumni to be 
HIV educators (Holman et al., 1991).  The Alumni Association was also involved 
in some of the earliest work involving the use of the church as a resource in the 
fight against HIV.  Holman et al. 1991 notes that the group drafted early manuals 
regarding roles the black church could play in outreach and education.  Further 
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early planning was taken on by the Southern Christian Leadership Conference.  
The organization also strived to take early steps to coalesce advocacy efforts by 
channeling a few efforts through the church, and formed an AIDS Awareness 
Committee.  This committee slowly increased networking within the black church 
as a whole by educating minority communities about HIV/AIDS in the five major 
cities of: New York, Philadelphia, Atlanta, Washington D.C., and Los Angeles 
(Holman et al., 1991).  The motivation for many of the non-health related, 
African-American-based organizations came in the form of tackling civil rights, 
more than specifically tackling the disease of HIV/AIDS (Quimby and Friedman, 
1989).  Such framing of the issue as yet another civil rights concern, rooted in 
social and political inequality, begs the question why more urgency was not 
present in the black community to tackle such a new epidemic.  Complacency 
may have been due to the mixed messages coming from the CDC, and its lack of 
initial focus on the topic.   
Various reasons exist for why the CDC did not initially lead the way for 
addressing the spread of HIV/AIDS throughout the black community.  The issue 
of HIV/AIDS was and is not merely a health issue, but also a political matter.  It is 
possible the lack of urgency was not rooted in ignorance of the impending 
problem, but rather a mishandling of how to properly, and sensitively, address 
the issue of HIV and race.  In the early and mid-1980s, the CDC initially balked 
away from reporting on the virus by race as concerns were raised that such 
information would be misrepresented or mishandled, and result in the further 
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stigmatization of minority populations (Jaffe, 2004).  This apprehension stemmed 
from the way minorities were historically treated and with respect to existing 
stigmas regarding substance abuse and overall socioeconomic status.  This 
concern, coupled with the negative way gay men were treated following the initial 
connection between homosexuality and spread of the virus, resulted in the failure 
of the CDC to adequately report on the state of HIV/AIDS within minority 
communities.  Opposing this argument were those suspicious that the CDC was 
essentially ignoring data that clearly indicated HIV spreading within the black 
community (Quimby and Friedman, 1989).  From this view, inaction on the part of 
the CDC until the late 1980s served as a severe setback in addressing and 
curbing HIV in minority communities.  In either instance, involvement of the black 
church in advocacy followed closely to that of the CDC’s involvement in 
community action. 
With the public health focus turning towards minority health in the face of 
the HIV epidemic, black churches became a forum for hosting related 
community-centered meetings for various reasons.  Traditionally, the black 
church has held a very socially and spiritually influential position within the 
African-American community.  This history stems back to the days of slavery in 
the United States, in which camaraderie and hope were fostered through faith, 
even if there was no physical church house to attend (Scandrett, 1996).  Barnes 
2005 defines five underlying core guiding principles of the black church that were 
manifested during slavery and continue still to present day.  Three of these will 
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be discussed as they relate to the black church’s tradition of being community-
minded.  These principles include the following: (1) very strong belief in a just 
God, (2) belief in the value of individuals of African descent, and (3) religious 
examples of deliverance through perseverance.   
The aforementioned principles were born out of a necessity of general 
survival in the face of the cruel and unjust practice of slavery.  Widespread belief 
in a just God and relying on stories of deliverance through perseverance allowed 
slaves to sustain a sense of hope (Barnes, 2005).  This omnipresent optimism 
that justice and better days would come, combined with the severe oppression 
experienced by so many slaves, helped keep the black community unified.  
Therefore, the main facets giving strength to African-Americans of the time were 
one another, and faith.  The enslaved were the best at understanding the trials 
and tribulations of other slaves, and therefore also most capable of appreciating 
African-Americans for whom they were and who they had the potential to be 
(Scandrett, 1996).  Even though a physical church house was not always a 
reality for slaves, God and faith were beyond real.  The conviction of the 
enslaved community was not reliant on a place of worship, but rather the 
conviction itself (Miller, 2005).   
The role of the black church continued to evolve following the legal 
dissolution of slavery.  The church continued to address social issues during the 
Jim Crow era, as well as the Civil Rights Movement (Barnes, 2005).  Largely due 
to the sociological setbacks blacks experienced during slavery, the church has 
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sought to tackle many of the same issues throughout history.  The Jim Crow era 
challenged the faith community to address issues of literacy, poverty, and 
criminal brutality towards former slaves.  The 1960s Civil Rights Movement very 
much so addressed these same issues, as the lasting effects of racism 
continued.  Although the church continued to address these issues, institutions 
also began focusing on matters of health as well.  Due to an overall mistrust of 
mainstream society stemming from major events such as slavery and the 
Tuskegee Syphilis Experiment, the church became a logical and trustworthy 
source of health information for the black community (Lightfoot et al., 2012).   
Fast forward to the present, and the relationship of the black church to the 
African-American community has retained many of the same foci and principles.  
The idea that blacks understand best the problems of other African-Americans, 
and are therefore more equipped to help others, remains relevant (Scandrett, 
1996).  This is largely due to the aforementioned ingrained idea that the social 
reality experienced by African-Americans differs from that of mainstream 
America, and has differed since the history of blacks in the United States.  
Despite decades past and monumental social strides made, the divide between 
mainstream, dominant culture, and traditional black culture, is still real and 
present.  As such, the African-American church continues to make social issues 
a priority, such as addressing homelessness, drug abuse, alcoholism, and 
poverty, all of which disproportionately affect African-Americans (Smith et al., 
2005).  The historical role of the black church naturally makes it an ally in the 
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African-American community’s fight against HIV/AIDS.  However, HIV and AIDS 
pose especially complicated and interconnected challenges in comparison to the 
addressing of other public health concerns.  
 
 
 
FACTORS INFLUENCING THE BLACK CHURCH 
 
 
 
 
 
Figure 3.  Incidence of Diagnosed Diabetes per 1,000 Population Aged 18–79 Years, by 
Race United States The incidence of diagnosed diabetes was estimated from 1997 to 2010 due 
to small sample sizes of race groups prior to 1997. During this time period, age-adjusted 
incidence of diagnosed diabetes increased among all racial and ethnic groups, and was higher 
among blacks and Hispanics compared with whites. In 2010, age-adjusted incidence of 
diagnosed diabetes was 13.0 per 1,000 in blacks, 12.9 per 1,000 in Hispanics, and 7.7 per 1,000 
in whites. Taken from http://www.cdc.gov/diabetes/statistics/incidence/fig6.htm. 
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The black church has shown much greater interest in addressing social 
and health issues unrelated to HIV/AIDS, while continually neglecting the issue of 
the still-growing epidemic.  The ingrained mistrust of the African-American 
community of health information and the healthcare system in general has left 
this group disproportionately affected by many different health issues (Smith et 
al., 2005).  A few of these include higher incidence and prevalence of, and 
susceptibility to, diabetes, high blood pressure, obesity, and cardiovascular 
disease (Figure 3).  Similarly, outcomes of treatment for the aforementioned 
diseases are often worse for blacks and minorities in relation to their white 
counterparts.  This has even been shown when socioeconomic status is 
controlled for across racial lines (Smith et al., 2005).  Black churches have 
traditionally picked up slack left behind by the healthcare system by using their 
prominence and reputation within the community to address pertinent health 
issues.  This has included in-house education, incorporation of health-related 
messages in weekly sermons, the development of health-focused ministries, 
testing, educating the surrounding community, and partnering with community 
organizations that can supplement and further the message already being 
espoused by the church (Scandrett, 1996).  Such comprehensive social 
measures are still underdeveloped as they relate to HIV/AIDS. 
Examples of non-HIV related health initiatives can be found throughout the 
history of the black church, and are largely indiscriminate of denomination, 
location, or even size of the church (Hicks et al., 2005).  It is important to note 
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that these initiatives address benign issues as they relate to biblical teachings.  
Beyond evincing the imperative nature of keeping oneself healthy and treating 
the body as a temple of God, the Bible does not insinuate as deviant specific acts 
related to diseases such as obesity and diabetes.  Though very clinically and 
scientifically serious, diseases such as diabetes and cardiovascular disorders are 
not traditionally classified as manifestations of sin.  Instead, they are usually 
viewed as a normal consequence of life as they are so widespread, treatable, 
and not traditionally linked with deviant behavior.  Discussions surrounding eating 
healthy and exercising are non-controversial, and knowledge regarding these 
subjects easily found.   
The Bible is not interspersed with accounts of sin caused by lack of 
exercise or eating without proper regard for health.  Churches have not 
traditionally found it difficult or controversial to address non-HIV related health 
issues such as these (Cunningham et al., 2011).  Similarly, the stigma regarding 
issues like obesity and joblessness do not prevent individuals from attending 
church, nor has it been documented that the black church appears less open 
towards members suffering from these issues (Scandrett, 1996; Smith et al., 
2005).  This interesting paradox will be discussed further as it relates to the taboo 
nature of HIV/AIDS advocacy.   
Since the early years when the black church began addressing HIV/AIDS 
with help from CDC funding, the amount of work done until present has occurred 
relatively slowly.  Today, many African-American churches are just beginning to 
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fully explore their roles in addressing the epidemic (Jaffe, 2004).  Therefore, 
despite the tendency for society and the literature to conceptualize the black 
church as a single entity, many levels exist within the institution that is the black 
church when mapping out the spectrum of HIV/AIDS-related initiatives.  Similarly, 
throughout the approximately thirty years since the discovery of the virus, 
changing societal structure has also influenced the black church in its reaction to 
the epidemic.  Following the initial wave of CDC-funded partnerships and 
initiatives, the black church found itself forced to try and address issues that 
would allow the institution to continue its legacy of social work, while not 
abandoning its fundamental Christian principles.   
Despite the tradition of African-Americans holding a more liberal ideology, 
the black church remains a relatively conservative institution, sticking closely to 
its Christian values (Ward, 2005).  More liberal facets come from the belief in the 
power of social programs relating to issues like homelessness, joblessness, and 
alcoholism, all of which were and are addressed by the black church to help its 
members recover from the long-lasting effects of slavery and continual 
disproportionate affliction within society.  HIV and AIDS, despite clearly being 
social and public health issues that also disproportionately affect African-
Americans, bring to light what are perceived as the greatest sins.  Even drug 
abuse is addressed by church-affiliated problems, but rarely in the context of 
sexual activity and as contributing to the spread of HIV (Francis et al., 2009).  
Largely, the conservative Republican party and black leaders within the church 
 25 
were both anti-gay and anti-needle exchanges (Quimby and Friedman, 1989).  I 
argue that there exists an unwritten hierarchy of what is acceptable to speak of 
within society.  Drug use and sexual promiscuity have been activities associated 
with those most downtrodden in society, and therefore looked down upon the 
most, and accordingly have been the least addressed.   
When HIV began to spread specifically among these two groups, the 
stigma and castigation only became worse, causing the rest of society to want to 
separate itself further.  This reaction coincided with even stronger condemnation 
from conservative groups in America (Jaffe, 2004).  Coupled with a growing fear 
of the mysterious virus within society, the taboo idea of discussing sex became 
even more renounced.  Despite holding traditionally liberal social ideals, the 
black church and the conservative political sphere found themselves more allies 
than enemies, as both suggested that the newly discovered plague was afflicting 
drug users, homosexuals, and the sexually promiscuous as religious punishment.  
Persecution for HIV infection became the dominant deterrent, and living a clean, 
Christian lifestyle a part of the salvation (Quimby and Friedman, 1989).  The 
1980s were largely characterized by radicalization of those on both sides of the 
fight against HIV: conservative Christians and marginalized groups.        
Conflicts between church doctrine and the mode of transmission of HIV 
persisted after the initial wave of funding from the CDC.  This is to say that 
though grassroots and federal efforts came together in the form of these initial 
programs and initiatives, the black church did not steadily continue down the path 
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of faith-based HIV advocacy (Holman et al., 1991).  This is part of the reason 
why the black church today is so fragmented in its outreach and education efforts 
(Table 3).  Following this phase of HIV-focused programs gaining traction in the 
late 1980s, some congregations continued to participate in advocacy, while 
others chose not to continue, and most deflected the responsibility of HIV 
activism onto other agencies, including the individual (Hicks et al., 2005).  This 
shifting of responsibility was present then, and still persists today.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 27 
 
Table 3.  Convenience Survey of Black Church Leaders’ Willingness to Engage in Activism  
The survey was conducted among African-American faith leaders in order to assess 
compromises both the black church and community organizations would need to consider in 
order to work together against HIV/AIS.  Figure taken from Francis et al., 2009. 
 
 
 
 
Since the early 1990s, the black church has found itself fragmented with 
regard to who specifically is responsible for HIV activism.  Programs dealing with 
HIV/AIDS are the minority within black churches (Foster et al., 2011).  Relating to 
more conservative Christian values, many churches choose to stick to the 
 28 
inherent conservativism of the institution.  This involves teaching abstinence-only 
education, and discussing only monogamy and heterosexuality as way of life.  
Such conservative beliefs have been illustrated to lead to a marked decrease in 
community activism, for social issues both related and unrelated to HIV (Fulton, 
2011).  In these more conservative places of worship, emphasis is placed on 
individual transformation rather than structural reform.  Essentially, responsibility 
is placed heaviest on the individual, and least on other contributing societal 
factors (Cunningham et al., 2011).  This corresponds to the school of thought that 
deviant behavior leads to deviant consequences, and purging of those behaviors 
must occur in order to be ready to further engage in the church.   
On the other end of the continuum, churches have evolved to running 
testing and education centers from either the place of worship itself, or via an 
organization directly related to or started by the associated church.  
Congregations such as these of course choose to focus on addressing hard-
hitting community issues first, hoping to draw in individuals with compassion, 
information, and services, and then incorporate Christian tenets in an effort to 
change behavior (Cunningham et al., 2011; Francis and Liverpool, 2009).  
Conversely, the more conservative black churches take a tough love approach, 
striving to instill biblical teachings in order to bring about change in lifestyle and 
behavior (Fulton, 2011).   
In between these extremes are many variations on HIV/AIDS outreach 
and education.  For example, black churches in the middle of this spectrum often 
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partner with CBOs (Francis and Liverpool, 2009).  Partnerships like this are often 
quite beneficial for the parties involved.  The church is able to adhere to its 
stricter values, while still serving the community, and providing information that 
the place of worship is either unable or unwilling to provide.  Various reasons 
exist for the inability of a church to provide more comprehensive knowledge 
regarding HIV/AIDS.  Some churches fundamentally believe in abstinence-only 
education, while other church leaders believe such information is unnecessary, 
or even the job of the parents to discuss.  Lastly, church leaders may even feel 
uncomfortable or unprepared for the task (Francis et al., 2009).  In the case of 
partnerships, the public health organization is able to not only continue to spread 
knowledge about HIV and AIDS, but also to gain a stronger foothold in the 
community, hopefully making the organization more trusted, opening the 
possibility for future partnerships, and increasing the chance that other 
organizations will strive to engage in similar cooperative initiatives.  Of course, 
members of the community benefit from increased partnership and continuity of 
services within area, as well as access to more comprehensive information 
regarding HIV and AIDS. 
In order for partnerships between the black church and community 
organizations to be successful, both sides must come prepared to try and meet 
the other party where they are.  This is a strongly held tenet in the area of public 
health, and especially important when working to create an HIV-related initiative 
among members of the faith-based community.  Francis and Liverpool 2009 list 
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the following five elements as components of a successful collaboration between 
the black church and community organizations: (1) the church should be involved 
in all levels of implementation, (2) a church-community organization liaison 
should be utilized if necessary, (3) focus should be on compassion for, rather 
than judgment of, others, (4) cultural competency must be ensured, and (5) 
ownership of the initiative by the church should be fostered.  The likelihood of a 
congregation to become involved not only in HIV education and outreach, but 
also other social causes, has been documented as being directly related to the 
connection of the church to the external environment (Figure 4).  External 
engagement is defined in terms of the ties an individual church feels towards its 
immediate surrounding community and its members (Fulton, 2011). 
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Figure 4.  External Engagement and Conservativism in Determining Likelihood of Church 
HIV/AIDS Programs  Numerous subcategories are shown under conservativism and 
engagement in order to assess which types of congregations are more likely to have internal 
programs focused on HIV/AIDS outreach and education.  Non-conservative congregations with a 
welcome statement for homosexuals, and that had church leaders who were homosexuals, were 
more likely to have HIV/AIDS programs than conservative churches.  External engagers seeking 
government funding and promoting political participation and interaction with CBOs were far more 
likely than insular congregations to have HIV programs.   Figure taken from Fulton, 2011. 
 
 
The perspective of society is inextricably tied to which social programs 
churches choose to pursue.  More specifically, it has been documented that the 
nature of the congregation, as well as of the neighborhoods surrounding the 
church, contributes greatly to the specific issues that the place of worship 
chooses to address (Stewart and Dancy, 2012).  Interestingly, in general, it 
appears that a liberal ideology matters more in determining outreach efforts in 
white churches than in those that are traditionally African-American (Fulton, 
2011).  Essentially, the amount of external engagement, as categorized by 
degree of political participation, CBO-engagement, utilization of outside 
speakers, and government funding, is far more accurate in determining if a black 
church will have an in-house program focused on HIV/AIDS (Figure 4).   
Also contributing to whether or not a black church engages in HIV-related 
outreach are the personal feelings and experiences of the leaders within the 
individual churches themselves (Cunningham et al., 2011; Stewart and Dancy, 
2012).  As iterated previously, although the black church is traditionally viewed as 
a single entity, different levels of HIV activism have remained present throughout 
the epidemic.  Personal agency must be taken into account, in addition to 
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external engagement and degree of conservativism.  Personal connections and 
experience similarly influence the individual responsibility church leaders feel to 
the cause (Fulton, 2011).  For example, a pastor who grew up locally may have 
witnessed first-hand the toll that HIV has taken on family, friends, and the area in 
general.  This leader may feel more compelled to join the cause than a pastor 
from a different region that was not as hard hit by the epidemic, or even by a 
leader who grew up in a more affluent family, as both geography and class of the 
congregation are factors in determining how much outreach might be done as 
well (Spence 2010; Fulton, 2011). 
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Figure 5.  Relationship of Church External Engagement Activities and Likelihood of an 
HIV/AIDS Program  As the number of external engagement activities increases, the probability of 
a church housing a program focused on HIV/AIDS increases dramatically.  When a congregation 
participates in all three categories measured (CBO partnerships, political participation, and 
assessment of community needs), it is nearly 90% likely that the church also has an HIV/AIDS 
program.  Figure taken from Fulton, 2011. 
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The experiences of African-Americans are often summed into a type of 
shared fate, in which social, cultural, and political events that occur are framed to 
affect everyone within the race equally (Spence, 2010).  However, like the 
institution that is the black church, experiences of individual African-Americans 
should not be characterized as a single entity.  The idea of shared fate was more 
salient earlier in history, when slavery was still practiced, and in the post-slavery 
era as the effects of such long-term and widespread subjugation were still being 
directly felt throughout the majority of society’s institutions.  Though some may 
argue that the American society of today is post-racial, most people and places 
of higher learning recognize that both institutional and individual discrimination 
still occur (Lightfoot, 2012).  However, when comparing the social roles African-
Americans held during the time of slavery, as compared to now, clearly 
monumental strides have been made.  In present day, the black race is more 
diverse than ever before on every plane imaginable, including socially, politically, 
and economically.  As such, the idea of shared fate is not as salient, and the 
black community’s response to HIV illustrates this (Spence, 2010). 
An internal class warfare has been going on within the black community 
for decades, stratifying African-Americans among socioeconomic lines.  This 
division became more and more exacerbated as more rights were granted to 
blacks, allowing for a middle and upper class society of African-Americans to 
emerge, as opposed to only a lower, poorer class (Spence, 2010).  It has been 
documented that the higher blacks climb within society, the more conservative 
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their views become, and this especially relates to more affluent black church 
leaders (Harris et al., 2005).  Similarly, Spence 2010 notes that not only is this 
observed through various studies, but that middle and upper class blacks, who 
have more education and financial means, are self-aware of the growing divide 
between them and the lower class.  This type of budding elitism was relevant at 
the beginning of the HIV epidemic.  Many black church leaders allowed their 
positions within society, combined with inherent conservative Christian values, to 
result in relative inaction regarding the epidemic (Quimby and Friedman, 1989).  
Even since the initial wave of HIV and minority-focused programs, elitism has 
continued to contribute to the overall conservativism of the black church, 
decreasing activism (Lewis, 2003; Harris et al, 2005). 
It is arguable that the various reasons for the relative inaction of the black 
church to the HIV epidemic could be viewed as an over-correction in an effort to 
reject further victimization within society (Ward, 2005).  Due to slavery and the 
discriminatory social and political climate of the post-slavery era, African-
Americans were inherently disadvantaged in terms of equality and overall quality 
of life.  Today, more poignant than past discriminatory policies is the lasting 
fallout from them (Spence, 2010).  A plethora of examples of such occurrences 
can be found in recent decades.  For example, following soldiers’ return from 
World War II, many military men were granted preferable housing rates in 
communities comprised of military families.  However, African-American soldiers 
were systematically denied access to such housing, decreasing their ability to 
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earn wealth and stability by owning a home.  Events such as this might seem to 
be isolated in history, but it is easy to see that a black family that may have been 
forced into a less affluent or safe area, then would be forced to send their 
children to lower performing schools; one generation later, the fallout from this 
institutional racism is still being felt in terms of quality of life and opportunity.   
Similarly, unethical medical experiments have left blacks far less likely to 
participate in medical research, to go to the doctor’s on a regular basis, and less 
willing to trust the advice given to them by healthcare professionals (Harris et al., 
2005).  These reactions represent fallout from rogue experimentation such as the 
Tuskegee Syphilis Study of Tuskegee, AL, which spanned from the 1930s until 
as recently as the 1970s.  A formal apology for the experiment, carried out by the 
United States Public Health Service, was not issued until the 1990s.  The study 
was designed to study the effects of syphilis on the body as it progressed 
throughout its various stages.  However, following the discovery that penicillin 
was sufficient to cure patients of the sexually transmitted infection, the 
government failed to provide study participants with the necessary treatment.  
Instead, the debilitating bacterial infection was allowed to continue to progress 
throughout the bodies of the patients so that its effects could still be studied.  
Final stages of syphilis infection include neurologic and psychiatric symptoms, 
and ultimately death.  In addition to this infamous experiment, individual 
experiences with the medical establishment are often handed down via word-of-
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mouth in the black community, with medical injustices, true or untrue, made 
known (Spence, 2010).  
 
 
Figure 6.  Prevalence of HIV Infection in the United States  Homosexual males continue to be 
the group hardest hit by HIV/AIDS, followed by heterosexuals.  IVDUs no longer make-up the 
majority of heterosexual infections as in the early years of the epidemic.  Figure taken from 
AIDS.gov at http://aids.gov/hiv-aids-basics/hiv-aids-101/statistics/. 
 
 
Despite the emphasis that HIV and AIDS are not strictly homosexual 
diseases, those most severely affected by the epidemic continue to be the gay 
and bisexual communities, with the highest incidence of HIV infection in these 
groups (Figure 6).  The experience of homosexual black males in the black 
church has traditionally been an unwelcoming one.  African-American males face 
rejection from their religion, and often feel obligated to choose between being 
homosexual and attending church (Miller, 2005).  This social and religious 
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pressure may force a break from church itself, but not necessarily the religion or 
its beliefs.  In the black community, being a gay male is almost asynchronous 
with the essence of blackness itself (Lewis, 2003).  The traditional 
characterization of black males as hyper-masculine, in part a long-lasting impact 
from slavery, is still salient in today’s society, making the black community 
specifically more homophobic (Ward 2005).  For example, there is no scientific 
evidence that black men on the down-low (DL), colloquially defined as those who 
secretly have sex with other men, contribute in large part to the number of HIV 
cases in the United States.  However, a common belief within the African-
American community is that men on the DL in fact are significant contributors to 
the AIDS epidemic (Spence, 2010). 
The influence of the black church’s resistance to homosexuality remains 
with many members of the gay community who no longer regularly attend (Lewis, 
2003; Moore et al., 2010).  Individuals who choose to no longer attend their home 
churches may maintain their faith by other means.  Some continue to believe in 
their faith and its principles on their own, not allowing physical separation from 
the church to dislocate their relationship with God (Miller, 2005).  Conversely, 
others may continue to attend the place of worship they know best, while some 
individuals are able to find more progressive places of worship.  For example, 
Leong 2006 describes a unique place of worship in Los Angeles, CA, where the 
issues of HIV/AIDS and related topics have been normalized by leaders within 
the church, and by the congregation itself.  Here, both leaders and members are 
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unique in that almost half have some kind of history with some type of addiction, 
sexual exploration, and/or HIV/AIDS.  However, it should be noted that those 
who are able to find such progressive places of worship are in the extreme 
minority, and that most progressive churches are not majority African-American 
(Wilson et al., 2011).  More common is the physical dislocation between faith and 
church attendance.  Miller 2005 details such stories of gay black men, describing 
how one individual even brought the traditional church setting to his hospital 
room as he health failed due to AIDS complications.   
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Table 5.  Breakdown of Religious Affiliation by Race and Denomination Among IV Drug 
Users Documented are self-determined categorizations of religious sentiment felt by men and 
women of various denominations and ethnic backgrounds.  Non-whites felt the strongest ties to 
the respective religions, with blacks rating their influences as somewhat strong or very strong 
79.8% of the time, and Hispanics indicating the same 74.3% of the time.  This is contrast to their 
white counterparts, which rated their religious influence as somewhat strong or very strong only 
62.5% of the time.  Taken from McBride 1994. 
 
 
 Although it seems contradictory, it has been found that religion often does 
play at least a moderate role in the lives of those involved in sexual promiscuity, 
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homosexuality, and addiction.  It has been documented that approximately 80% 
of African-Americans and Hispanics feel at least somewhat influenced by their 
religion (McBride, 1994).  In contrast, the same study found that approximately 
only 63% of whites feel a moderate to strong religious influence in their lives 
(Table 5).  This discrepancy suggests that minorities would be especially 
receptive to interventions related to a faith-based organization.  Today, the 
number of black churches engaging in more progressive teachings is slowly 
increasing. 
Other factors that must be considered in determining willingness to 
engage in HIV education and outreach include size of church, the amount of 
hierarchy present within the church, as well as general lack of knowledge of 
church leaders with regards to HIV and AIDS.  The bigger the church, the greater 
probability that the institution will engage in HIV/AIDS outreach in some way 
(Fulton, 2011).  This is largely because a large congregation signifies that a 
greater number of community members are represented, and with a large 
representation comes varied interests that members want addressed.  
Conversely, the greater the hierarchy of leadership present, the less likely a 
church is to engage in HIV outreach (Barnes, 2005).  This hierarchy represents a 
barrier to members and the community, often decreasing external engagement. 
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DISCUSSION 
 
Slightly over thirty years into the HIV and AIDS epidemic, the African-
American community has begun to tackle the issue, but still has many obstacles 
to confront.  Initially, upon discovery of the virus, HIV was traditionally viewed as 
a homosexual disease.  The 1980s were characterized by an overall lack of 
attention focused on the plight of the spreading virus in the black community, 
both by the government and the African-American community itself.  As 
recognition of the virus’ impacts within the minority community were finally 
recognized in the late 1980s, society’s perception of the disease changed as 
well.  Instead of solely being a gay disease, HIV became an affliction of 
marginalized groups in general.  This of course included African-Americans, 
homosexuals, and IVDUs (Jaffe, 2004).  Despite evidence of HIV also infecting 
heterosexuals, this perception of AIDS continued throughout the 1990s.  Due in 
large part to early advocacy of gay, white organizations such as ACT UP, the 
impact of HIV on white gay men was de-emphasized by mainstream society, 
while the impact of the virus on those more traditionally marginalized increased 
(Quimby and Friedman, 1989).   
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Figure 7.  HIV Incidence, Prevalence, and Deaths in the United States, 1985-2003  HIV 
incidence peaked in 1993, falling thereafter.  Trends in incidence and deaths have paralleled one 
another during this time frame.  With greater and more effective treatment options, the prevalence 
of the virus in the U.S. has steadily increased.  Deaths reached a record low in 2003 since the 
epidemic began, and incidence continues to decrease due to increased public health efforts.   
Figure taken from Jaffe 2004. 
 
 
Currently, the African-American faith community cannot be viewed as a 
single entity as it traditionally is.  The black church is very fractured in its reaction 
to the virus HIV/AIDS.  The many stages of activism, education, and outreach are 
reflective of this.   Slowly, forward steps are being taken to make the black 
church more welcoming to those suffering with HIV/AIDS, and this more 
progressive view is being fostered both throughout the congregation, as well as 
with non-members in the community.  Many steps must be taken to meet both 
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sides where they are, with the black church embracing more practical modes of 
action for addressing HIV.   
Future studies exploring the role of the black church in HIV/AIDS activism 
should include investigating the differences of advocacy by location.  
Traditionally, the culture of the black church varies geographically, with the south 
holding more deep-rooted traditionalist values, for example.  A breakdown of 
where the black church is geographically can then lend to a discovery of methods 
used regionally by churches in attempts to combat HIV/AIDS in the African-
American community.  Regions with the most successful HIV-centered programs 
can then be identified, and work to replicate the programs in a way that is 
culturally relevant to other regions can then be done.   
Also further studies could elucidate the resources utilized by gay black 
men, since this is a population that has been largely marginalized by the African-
American church.  Similarly, a survey of which resources gay African-American 
men feel comfortable using, as well as what would make them comfortable 
utilizing the black church for HIV-related information.  In general, greater 
understanding of the middle ground needed to foster better relationships 
between the black church and potential partners should be investigated.  These 
partners include community groups, funding organizations, other churches, as 
well as those whom the church hopes to help.   
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CONCLUSIONS 
 
 It is likely that the black church will contribute extensively in the future to 
HIV/AIDS education and outreach.  However, the black church is still early in its 
mission against the virus. Although great strides have been made in HIV 
treatment and education in general, it must be remembered that the epidemic is 
only thirty years old, relatively young in comparison with other diseases.  As 
younger generations not only become members of the church, but become faith 
leaders as well, a more progressive shift in ideology will occur.  This shift will 
allow more HIV-focused programs and partnerships to be fostered in the African-
American church.   
While increasingly progressive ideologies will likely lead to more faith-
based HIV programs, churches that are comprised of a large number of 
homosexual or bisexual congregants will likely continue to be majority white 
places of worship.  The African-American community still retains a very strong 
aversion to homosexuality.  While the obligation to provide social services to the 
community will help persuade the church to address HIV/AIDS, deeply ingrained 
cultural and religious teachings against homosexuality will prevent the church 
from attracting any significant number of homosexuals into the congregation.   
Until efforts of the black church become more widespread and 
comprehensive, the HIV epidemic will likely continue to disproportionately affect 
the African-American community.  Despite efforts made by the government, 
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public health campaigns, CBOs, and individual churches, a comprehensive 
backing by the black church of HIV education is necessary to fully address the 
epidemic in the black community.  This is due to the tradition of the church as a 
pillar of both faith and knowledge in the black community.  Partnerships between 
the black church and CBOs will also increase the trustworthiness of information 
from community sources in the African-American population. 
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